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Abstract
For young people and their families, eating disorders, particularly anorexia nervosa, present serious psychological, physical, and social challenges. Understanding how these therapies are perceived in real‑world settings has become increasingly important as treatment has shifted from individually focused approaches toward systemic, family‑centred interventions. This systematic literature review examined the lived experiences of adolescents, parents, and families participating in family‑based treatment (FBT) and multi‑family therapy (MFT), synthesising qualitative data from six peer‑reviewed studies published between 2016 and 2026 using the CASP Qualitative Checklist. 
Thematic analysis identified three recurring themes across the six studies: Connection, Recognition, and the Power of Shared Experience, highlighting how shared understanding reduced isolation and strengthened communication; Control, Conflict, and the Emotional Weight of Family‑Centred Treatment, capturing tensions around autonomy, responsibility, and emotional burden; and Reclaiming Identity and Development, Emerging Beyond the Eating Disorder, illustrating how recovery involved rediscovering autonomy, identity, and developmental progression.
Introduction
Eating Disorders can appear in a variety of forms and are a category with multiple illnesses that coincide within. With serious medical, psychological, and social repercussions for both patients and their families, eating disorders such as anorexia nervosa remain among the most complicated, complex and threatening psychiatric mental illnesses prevalent among teenagers and young adults. Recent increases in hospital admissions, alongside the high mortality and relapse rates associated with anorexia nervosa, have intensified the need for effective, developmentally attuned interventions that support both the young person and their wider family system.
Family-based treatment (FBT) and multi-family therapy (MFT) are becoming essential components of current care, as treatment models transition from individual to relational and systemic methods. These theories view the family as an active agency in recovery, emphasising teamwork, shared accountability, and the restructuring of relational patterns that generate the illness. Although both FBT and MFT demonstrate clinical effectiveness in supporting recovery, this review focuses on how these interventions are experienced by families and adolescents rather than on outcome measures. FBT is a manualised, behaviourally focused model that positions parents as the primary agents of refeeding, whereas MFT brings multiple families together to promote shared learning, emotional expression, and collective problem-solving. Even though these therapy approaches are widely used in both inpatient and outpatient settings, the lived experiences of young people and their families within them are still poorly studied, inconsistent between studies, and methodologically varied.
Current qualitative research offers informative but scattered information. Brinchmann and Krvavac (2021), for instance, underscore the emotional intensity and relational changes that take place throughout therapy by describing how families in MFT described the process as "breaking down the wall." Adolescents frequently believed they were following "somebody else's roadmap," according to Conti et al. (2017), highlighting conflicts between treatment structure and their own independence. Research like Medway et al. (2019) and Coopey and Johnson (2022) sheds more light on how young people navigate identity, autonomy, and developmental needs in highly structured family-centred treatments. While Nilsen et al. (2021) examine how family members reflect on the difficulties and changes related to inpatient family-based programs, more recent research, such as Gao et al. (2025), emphasises the perspectives of teenagers on FBT.
The perspectives of teenagers, parents, and families in both FBT and MFT contexts are currently not included in any synthesis, despite the fact that these studies provide extensive narratives. The field's capacity to recognise common treatment mechanisms, uncover engagement barriers, and improve family-centred models to better meet the developmental, emotional, and relational needs of young people is hampered by the lack of cohesive knowledge. Family-centred interventions operate through relational, emotional, and developmental processes, qualitative synthesis is uniquely positioned to illuminate how these treatments are actually experienced by those who are directly involved within them. To ensure transparency and methodological rigour, the review follows PRISMA‑P guidelines (Shamseer et al., 2015) and applies the CASP Qualitative Checklist to appraise study quality.
To bring these qualitative insights together, identify consistent themes, and provide clarity on how families and young people experience these interventions in real-world contexts, a methodical synthesis is therefore required. This systematic literature review aims to synthesise qualitative evidence on the lived experiences of adolescents, parents, and families participating in family‑based treatment (FBT) and multi‑family therapy (MFT) for anorexia nervosa. By integrating findings across six peer‑reviewed studies, the review seeks to illuminate shared patterns, identify therapeutic facilitators and barriers, and contribute to a more nuanced understanding of how family‑centred interventions are experienced by those most directly involved.
Methods
The Search Process
In order to conduct a thorough examination of the literature, eight electronic databases were selected for use. A database search of published literature dating from January 2016 to April 2026 was conducted. Seven electronic databases were selected for this purpose: ScienceDirect, JSTOR, ProQuest, PsycINFO, PsycARTICLES, EBSCOhost, and Google Scholar.
Search terms were developed using Boolean operators and truncations to maximise retrieval. Core search strings included combinations of: “eating disorder” OR “anorexia nervosa” OR “bulimia nervosa”* “family therapy” OR “family-based treatment” OR “Maudsley” OR “multifamily therapy” “experience” OR “perception*” OR “lived experience” OR “qualitative”* “adolescent” OR “young people” OR “child*”*
Reference lists of included papers were also hand-searched to identify any additional relevant studies. Grey literature was excluded because the review focused on peer-reviewed empirical evidence.
Inclusion and Exclusion Criteria
Studies were selected according to predefined inclusion and exclusion criteria.
Inclusion criteria:
· Published between January 2016 – April 2026
· Peer-reviewed journal articles
· Qualitative empirical design (e.g., interviews, focus groups, thematic analysis, IPA)
· Focus on family therapy / family-based interventions (including FBT, Maudsley, multifamily therapy)
· Participants included young people with eating disorders and/or their families
· English language publications
Exclusion criteria:
· Quantitative-only studies
· Reviews, meta-analyses, editorials, or commentaries
· Adult-only samples (unless family therapy is delivered within youth services)
· Studies not focused on treatment/intervention experience
· Non-peer-reviewed literature
Following screening, six papers met the inclusion criteria.

Quality Assessment, Screening and Coding
Screening followed a staged approach aligned with the guidance of systematic reviews.
· Title screening - removal of clearly irrelevant studies
· Abstract screening - assessment against inclusion criteria
· Full-text review - eligibility confirmation
· Quality appraisal - CASP checklist applied
· Data extraction and coding - thematic synthesis preparation

The six studies included in the final synthesis are summarised below in Table 1.

Table 1: Summary characteristics of studies reporting Experiences of Family Therapy for Eating Disorders
	Study
	Country
	Study Design
	Data Collection Method
	Sample

	Brinchmann & Krvavac (2021)
	Norway
	Qualitative
	Semi-structured interviews
	Young adult women + families in multifamily therapy

	Conti et al. (2017)
	Australia
	Qualitative
	In-depth interviews
	Adolescents with AN receiving Maudsley/FBT

	Coopey & Johnson (2022)
	UK
	Qualitative
	Interviews
	Young people in inpatient FT & MFT

	Gao et al. (2025)
	USA
	Qualitative pilot study
	Semi-structured interviews
	Adolescents receiving FBT

	Medway et al. (2019)
	Australia
	Qualitative narrative study
	Interviews
	Adolescents + parents in FBT

	Nilsen et al. (2021)
	Norway
	Qualitative thematic analysis
	Family interviews / reflections
	Families in inpatient FBT programme




Two appraisal instruments were utilised: PRISMA-P (Moher et al., 2015) to guide transparent reporting of the search and selection process (Figure 1) and CASP Qualitative Checklist (2018) to assess methodological rigour, credibility, and relevance (Table 2).  
Table 2: CASP Qualitative Appraisal 
	Study
	Clear Aims
	Appropriate Methodology
	Research Design
	Recruitment Strategy
	Data Collection
	Reflexivity
	Ethical Issues
	Data Analysis
	Findings Clear
	Value

	Brinchmann & Krvavac (2021)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High

	Conti et al. (2017)
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	High

	Coopey & Johnson (2022)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High

	Gao et al. (2025)
	✔
	✔
	✔
	✔
	✔
	Limited
	✔
	✔
	✔
	Moderate–High

	Medway et al. (2019)
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	High

	Nilsen et al. (2021)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High


Key: ✔ = Criterion met
Overall, all six studies were deemed methodologically robust, with minor limitations relating primarily to reflexivity reporting and sample size in pilot work.

Figure 1: PRISMA-P Flow chart      
[image: The diagram illustrates the process of identifying and screening records for a research study, including steps like database searching, duplicate removal, title/abstract screening, full-text article assessment, and eligibility criteria for inclusion.
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The initial database search produced a large number of qualitative studies exploring family‑based therapies for eating disorders, many of which were unrelated to the specific focus of this review or presented conflicting findings. Following the PRISMA phases, duplicate records were removed before titles and abstracts were screened using the predetermined inclusion and exclusion criteria. Full‑text papers were then assessed for eligibility, with emphasis placed on studies that examined family therapy, adolescent or family perspectives, and qualitative methodologies. After completing the identification, screening, and eligibility stages, six studies met the criteria for inclusion in the final synthesis. The PRISMA flow diagram outlines each stage of this process through stage including, including identification, screening, eligibility, and inclusion. Helping in providing a transparent audit trail of how the evidence base for this review was constructed (Page et al., 2021)
Results
	Theme
	    Sub-theme
	Example quotes

	Connection, Recognition, and the Power of Shared Experience
	Shared understanding reduces isolation
Validation through meeting others with similar struggles
Strengthening communication within the family
Emotional safety created through group belonging
Collective learning and mutual support across families
	At last there were people who understood what I was talking about… it was quite liberating.” (Mother, Brinchmann & Krvavac)

“It was nice to talk to other people… they knew they weren’t alone.” (Young person, Coopey & Johnson)

“We became just like one big family and everyone opened up.” (Mother, Brinchmann & Krvavac)

	Control, Conflict, and the Emotional Weight of Family‑Centred Treatment
	Loss of autonomy and perceived restriction
Heightened conflict between young people and parents
Parental guilt, scrutiny, and fear of failure
Emotional overload within structured treatment environments
Tension between therapeutic authority and adolescent independence
	“It was horrible, the lack of control… they’d literally decide everything for you.” (Offord et al., in Peebles et al.)

“We were on trial… her failure to put on weight was my failure.” (Father, Conti et al.)

“It didn’t focus on my emotions… it caused a battle between me and my parents.” (Hayley, Conti et al.)

	Reclaiming Identity and Development — Emerging Beyond the Eating Disorder
	Realising the depth of immersion in the illness
Experiences of developmental regression during early treatment
Gradual rebuilding of autonomy and independence
Re‑establishing emotional expression and self‑understanding
Reconnecting with peers, hobbies, and age‑appropriate milestones
	“I look back and realise how bad I used to be… now I’m eating.” (Meghan, Coopey & Johnson)

“I felt thrown straight back to when I was 10 years old.” (Rebecca, Medway et al.)

“They know how to manage my meltdowns now… they know how to support me.” (Lilly, Coopey & Johnson)




Theme 1: Connection, Recognition, and the Power of Shared Experience
When exploring all 6 papers, having the support and mechanisms to change was commonly associated with having a rooted connection. Family-centred interventions create a space where young people and their families feel accepted, understood and less isolated on their journey as a family within the barrier they may face when within the situation. Having the knowledge and support that others have faced what they have face and gotten through it provides insight into how connections provide hope and relational support. This in therefore, highlights a theme where it portrays the relational and emotional processes that facilitate engagement and strengthen the therapeutic alliance that is fundamental to support change.
Through sharing and collaborating with others who are on a similar journey, isolation is less common, as,  upon entering it is not only a change to the person with the eating disorder but a change as a family. Families commonly expressed, upon beginning treatment, feeling overwhelmed, alienated, and misunderstood. Yet through Multi-Therapy Treatment and inpatient treatments, in particular, provided a sense of shared experience, reducing guilt and validating emotional responses. A mother in Brinchmann and Krvavac’s study described the moment she realised others shared her struggles: “At last there were people who understood what I was talking about… it was quite liberating.” This highlights the relief brought with the realisation she was not alone, others knew what she was feeling and thinking and had shared similar experiences and emotions to her. “It was nice to talk to other people… they knew they weren’t alone.” (Coopey & Johnson) This realisation served as a therapeutic stimulus in addition to being a relief upon shared experiences. When families learned their experiences were shared, they reported feeling more open, more willing to participate, and more hopeful.
This leads to the willingness to participate in Family-centred interventions “We became just like one big family, and everyone opened up.” (Brinchmann & Krvavac), highlighting how such connections promote an atmosphere of communication and security where families can "open up," "talk again," and "understand each other differently." 
Structured activities, shared meals, and supported discussions allowed families to express feelings that were previously hidden or misunderstood due to the emotional factors that can be associated with not only having an eating disorder yourself but also as a parent trying to understand the mindset behind the eating disorder and the behaviour associated. Young people also reported that treatment helped their parents understand their emotional world from the perspective of a person with an eating disorder more clearly. “It helped them understand the emotions… it’s always two sides.” (Coopey & Johnson)
This helped within improving the foundations of communication and deepening understanding of each other's perspectives and how vital it is in day-to-day interactions. Providing the mechanisms of effective communication and understanding that could carry beyond the therapy room. Overall, improving and influencing daily interactions and reducing conflict at home
Externalisation, or isolating the young person from the disorder, was a major facilitator of empathy and blame reduction in all of the research included. Families reported being able to "see the illness" rather than attributing behaviours to the young person's personality. Therefore, providing an alternative perspective on the behaviours that were occurring as part of the eating disorder rather than the one made by choice to present undesirable behaviours. Dissociating the behaviours presented from the illness allowed a more reflective, considerate perspective that altered the emotional tone of interactions and minimised conflict. One adolescent stated, "They didn't mean what they said… everyone was going through a really tough time" (Conti et al.). This reframing helped families in interpreting undesirable behaviours as indicators of anorexia rather than purposeful defiance, allowing them to respond with greater tolerance and compassion. Externalising oneself from the eating disorder and undesirable behaviours attached helped in realising it was not themselves but rather, the effect of the eating disorder. This supported and alleviated young people's emotions of guilt and personal failure, allowing them to feel less stigmatised and more understood within their families.
Theme One highlights the importance of connection and recognition in making family-centered interventions effective and healing. Families reported feeling less isolated, more understood, and emotionally supported when they interacted with others who shared their experiences. These moments of recognition not only reduced feelings of guilt and loneliness but also improved family communication and strengthened overall resilience. Externalisation aided this process by bringing families together against the illness rather than each other. Together, these relationships changes demonstrate that the effectiveness of FBT and MFT depends not just in behavioural change, but also in the development of emotionally safe, validating environments where families can reconnect, communicate, and begin healing and understanding one another again.
Theme 2: Control, Conflict, and the Emotional Weight of Family‑Centred Treatment
Although family-centred therapies increased the sense of connection, they also caused emotional distress. The tensions between authority, autonomy, responsibility, and emotional overload affected participants' experiences.
In Family Based Therapy and inpatient settings, young people often expressed feeling monitored, controlled, or silenced, especially in the early phases of therapy when structure is most rigid. Strict requirements, such as constantly being monitored in meals and how much you ate and the lack of independence on any decision in that period, alongside little autonomy within any decisions, were frequently perceived as invasive and dehumanising, giving the impression that one was being controlled rather than helped. One young person captured this loss of agency when describing inpatient treatment as, “It was horrible, the lack of control… they’d literally decide everything for you” (Offord et al., in Peebles et al.).
These experiences were not restricted to inpatient care; throughout family-based therapy, Phase 1, adolescents frequently felt "pushed backwards" developmentally as parents took responsibility for tasks they had previously carried out independently. This regression, while meant to assure safety and provide support in ensuring a nutritional recovery was being made as well as eaten, frequently conflicted with adolescents' growing demand for independence and establishing an identity. As a result, several young people saw the therapy process as diminishing their voice and self-independence, which increased frustration and conflict within the family. This sub-theme underlines the delicate balance of providing essential structure for recovery while simultaneously acknowledging the developmental requirements and emotional experiences of adolescents experiencing anorexia nervosa.
Such responsibility taken on by parents usually coincides with increased pressure from family-based therapy, where the responsibility for refeeding and nutritional gains is placed directly on the family. This often created a sense of pressure and fear of “getting it wrong,” as parents felt that their child’s progress was a direct reflection of their competence. A father in Conti et al.’s study captured this burden vividly, stating, “We were on trial… her failure to put on weight was my failure.”
These emotions were not unique; parents in several studies reported feeling a great deal of emotional strain while juggling the responsibilities of constant monitoring, meal supervision, and conflict resolution. Alongside the exhaustion of the uncertainty, the unrelenting intensity of mealtime conflicts added to this burden, leaving many feeling helpless and overrun by the whole situation. Parental stress was further increased by the expectation to maintain composure, authority, and consistency in the face of discomfort, resistance, or aggression that are commonly associated with an eating disorder; however, it was further enhanced when meal times and the defiance of the eating disorder and recovery were incorporated. In consequence of this, some parents internalised blame for failures or slow progress, which exacerbated feelings of inadequacy and self-doubt. This is why it is key to emphasise the emotional toll associated with giving families therapeutic responsibility.  The necessity for therapists to offer strong direction, emotional support, and validation throughout the course of therapy is essential in providing effective care and supporting the emotional toll it takes on that family, as unlike therapists for families navigating such care, is not something they may have experienced or have knowledge beforehand. 
The emotional intensity of group and inpatient settings have there advantages alongside its disadvantages, although connection can be supportive in some aspects, there are also risks of exposure to others' distress, relapse stories, and emotional volatility. Participants felt overwhelmed and anxious in this setting. One young person considered the significance of learning about other people's experiences, commenting To hear people who had got re‑admitted…” (Lucy, Coopey & Johnson), demonstrating how seeing the setbacks of others can increase anxiety and doubt about one's own healing. Comparably, parents expressed feeling overwhelmed emotionally by the amount of sharing that is expected in group sessions, the visibility of others' pain, and the implicit pressure to share personal experiences. In addition, the power dynamics present in family-centred care frequently caused difficulties for young people. Many said that when their emotional needs were not given priority in highly structured therapeutic frameworks, they felt dismissed, unheard, or overridden.
As one adolescent explained, “It didn’t focus on my emotions… it caused a battle between me and my parents” (Hayley, Conti et al.). These tensions can hinder involvement, especially when young people perceive treatment as "done to them" rather than "with them," emphasising the significance of balancing structure with emotional connection in family-centred care.
Theme 3: Reclaiming Identity and Development — Emerging Beyond the Eating Disorder
The last theme illustrates how young people balanced developmental milestones, autonomy, and identity in organised family-centred settings. Recovery was defined as a process of rediscovering oneself as well as a change in symptoms.
Self-reflection upon being within recovery or recovered showed how young people discussed being aware of how profoundly the eating disorder had become their identity, with this revelation often occurring retrospectively after physical and psychological recovery began.  "I look back and realise how bad I used to be…now I'm eating" (Meghan, Coopey & Johnson), demonstrating how recovery aided by better nourishment and emotional stability allowed for clearer self-reflection and self-awareness. This shift in perspective was frequently described as a turning point, marking the beginning of a more active and hopeful engagement with recovery.
However, the process was not straightforward. During Family Based Therapy Phase 1, adolescents frequently experienced considerable developmental regression, feeling overwhelmed or the sense of being treated like a child  "pushed backwards" when parents took control of their diet and daily routines. “I felt thrown straight back to when I was 10 years old” (Medway et al.)
Despite this, subsequent stages of treatment facilitated the reestablishment, self-awareness and recovery within autonomy, independence, and self-identity that may have been lost through the eating disorder becoming their identity and foreshadowing their true self. As their confidence and emotional ability recovered, younger people recalled reconnecting with their classmates, hobbies, education, and future goals. One participant stated, "They know how to manage my meltdowns now…they know how to support me" (Lilly, Coopey & Johnson), demonstrating how improved family understanding promoted emotional communication and relational rebuilding. Families also altered roles and boundaries, with parents learning to "step back" when adolescents restored milestones in their development that were once taken away for their own safety.
 Effectively showing that recovery is linked to identity, autonomy, and re-establishing a sense of self, rather than solely behavioural changes.
Discussion
This systematic literature review explored what young people and their families experience during family therapy interventions for eating disorders, and how they perceive the impact of these treatments. By synthesising qualitative findings from six studies, three overarching themes were identified that collectively answer the research question: Connection, Recognition, and the Power of Shared Experience; Control, Conflict, and the Emotional Weight of Family‑Centred Treatment; and Reclaiming Identity and Development — Emerging Beyond the Eating Disorder. Together, these themes illuminate the emotional, relational, and developmental processes that shape how family therapy is lived and understood by those who have directly experienced a form of therapy.
Considering the question at the forefront of conducting this literature review, “What are the experiences and perceived impacts of family therapy interventions for eating disorders among young people and their families?” Relating each theme and how it relates is crucial to highlight whether this question has truly been answered.
Theme one highlighted the importance of connection, common understanding, and emotional validation in influencing treatment experiences for families. Across all six studies, families acknowledged entering therapy feeling overwhelmed, isolated, and unsure how to deal with the emotional and behavioural issues of anorexia nervosa. The opportunity to meet people going through similar problems lessened emotions of guilt and loneliness, creating a sense of solidarity that made families as a result, feel far less isolated and alone within their journey. This study supports systemic and relational theories that highlight the role of belonging, connection, and shared decision-making within therapeutic development.
It also supports earlier studies demonstrating that MFT promotes shared learning, emotional expression, and shared resilience, notably by providing a space for families to see each other's successes and setbacks in a secure space. Parents commonly indicated that hearing others express similar anxiety and frustrations helped to normalise their own feelings, lessening the sense of personal failure that often comes with caring for a child with anorexia. Adolescents also welcomed the opportunity to hear from peers, which helped normalise their experiences and reduce shame, in line with developmental literature that emphasises the importance of peer validation during adolescence.
By separating the young person from the illness, families were able to view undesirable behaviours as symptoms rather than deliberate defiance. The change of thought process and increased awareness helped in decreasing conflict while increasing empathy, resulting in more sympathetic and effective communication. Externalisation is an important therapeutic technique in FBT, allowing families to come together against the illness rather than each other. Overall, the findings in Theme 1 show that repairing connections and communication is essential to allow recovery to occur rather than just a therapeutic-based outcome. The emotional safety that comes from shared knowledge tends to be a significant facilitator of engagement, making families feel more hopeful, connected, and eager to participate in the therapeutic process when they have someone who can relate to them directly rather than as a therapist. 
The second theme focus was emphasised upon the emotional and relational conflicts present in family-centred therapies. While FBT and inpatient programs provide important structure for medical stabilisation purposes, many young people report feeling controlled, monitored, or silenced. Rigid regulations, meal monitoring, and limited autonomy were frequently perceived as intrusive and leading to a sense of control rather than support. This reflects long-standing criticisms that FBT can be coercive or intimidating for adolescents, especially during Phase 1, when control from parents is enforced by the therapist, causing parents to have strict boundaries in what they must control. The tension between safety and autonomy is a major difficulty in young people's eating disorder treatment, and the findings of this study show how quickly this balance can tilt into conflict when young people believe their opinions are not being heard.
In the meantime, parents reported feeling a great deal of pressure, guilt, and failure-related anxiety. Families were emotionally burdened by the idea that they would be responsible for refeeding, and they frequently felt scrutinised or judged for their child's development. This is consistent with studies demonstrating that anxiety, self-doubt, and emotional tiredness are common among parents in FBT. This burden was exacerbated by the emotional labour of handling disputes at mealtimes, keeping an eye on habits, and upholding regularity. Parents frequently believed that every failure was a reflection of their own shortcomings, which fuelled feelings of self-blame and guilt.
Exposure to others' experiences where they have relapsed can heighten anxiety and make one feel vulnerable. One of the main conclusions that is drawn is this dual nature between connection. It can be both healing and overwhelming. 
When their emotional needs were not given priority, young people reported feeling ignored or unheard. They also struggled with power dynamics. Engagement was occasionally hindered by this conflict, especially when therapy seemed forced rather than helpful and supportive, giving them the ability to collaborate with others. In general, Theme 2 emphasises the necessity of family-centred interventions that strike a balance between structure and sensitivity, making sure that behavioural objectives are met in addition to emotional needs and developmental considerations.
The third theme emphasised recovery and identifying how deeply they had been affected by the eating disorder and how it had changed the way in which they had perceived themselves. Therefore, highlighting how recovery also includes the turning point when previous aspects of the disorder are noticed and can be shaped and worked upon whilst reestablishing their self-perspective and self-awareness now that the eating disorder is not the main thing on their mind. This theme underscores that recovery is not merely behavioural but deeply intertwined with identity, autonomy, and developmental progression. The findings suggest that family‑centred interventions must explicitly support developmental needs, helping young people reclaim a sense of self that may have been overshadowed by the illness.
Limitations and Implications
The review's conclusions have a number of significant implications for clinical practice. In addition to behavioural objectives, emotional safety must be given top priority. Clinicians must make sure that young people feel acknowledged, validated, and emotionally supported, even while structure is necessary for medical stabilisation. Including a space for emotional expression could increase participation and lessen resistance. Furthermore, parents need strong support and direction, as without such support, the emotional turmoil of dealing with all the areas associated with caring for a young person with an eating disorder can affect their health drastically, as it is mentally, emotionally and physically demanding. Hence why, family therapists are essential in also providing a support environment that allows parents and families a reflective space where they feel safe, and ongoing support to reduce guilt, anxiety, and self‑blame that they will likely feel throughout the recovery process. This also includes ensuring that siblings also receive support, as a lot of transitions are occurring around them at that time.
Addressing developmental requirements throughout treatment is also crucial. Particularly in the later phases of therapy, interventions should actively support autonomy, identity development, and age-appropriate independence. Corresponding to this, group therapies need to be carefully controlled. Although they present valuable opportunities for connection, they may also be emotionally draining, requiring that medical professionals maintain psychological safety and offer safe spaces when needed.
Despite playing a crucial part in family dynamics, sibling experiences are still underrepresented, necessitating further research.
Conclusion
This review concludes that the experiences and perceived effects of family therapy interventions for eating disorders are diverse, emotionally complex, and shaped by shared processes across Family‑Based Therapy and Multi‑Family Therapy. Families experience therapy as both supportive and challenging, influenced by developmental change, conflict, and connection. Across studies, young people and parents described developments in effective communication, empathy, relational understanding, and identity recovery alongside physical and psychological progress. 
These findings highlight the need for developmentally aware, relationship‑sensitive approaches that recognise the emotional realities of young people and their families as they move through recovery together. However, uncertainties remain regarding how these experiences vary across cultural contexts, service settings, and different family structures. Overall, the review shows that recovery is not an individual journey but a journey interlinked with the well-being, understanding, and involvement of those who surround the young person at the forefront.
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